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EPSDT Continuina Care Provider Services

Continuing care providers. who have entered into an agreement with the Division of
Medical Assistance in accordance with Section 3.1 (a)(9) of this Plan, will be
reimbursed an amount equal to the costs associated with implementing the provisions
of such an agreement.
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Methods and Standards for 

Establishing Payment Rates: Other Types of(~are 


Dental Services for Recipients age 210r older: 
Payment is made at the lesser of billed charges, the Medicare Resource Based Relative Value Scale Methodology 
used for physicians in those instances where Medicare sets an RVU for the billed dental service, the provider's 
lowest charge, or the statewide fee schedule up to an annual limit of $1150 per Medicaid recipient age 210r older. 

Except as otherwise noted in the plan, state developed rates are the same for both public and private providers of 
dental services. The agency's rates for dental services were updated on 07/01/2011 and are effective for services 
rendered on or after that date. The fee schedule and any annual/periodic adjustments to the fee schedule and its 
effective dates are published at httQ:l/medicaidalaska.com/providers/FeeSchedule.asp. This fee schedule includes 
dental procedures whose payments are limited by the physician payment amount for dental procedures. 

Dentures 
For recipients age 21 and older, dentures and the authorized services to prepare for them, are paid up to an annual 
limit of $1150 per recipient. When upper and lower dentures are necessary and the annual limit is not adequate to 
cover the cost of the dental claim, twice the annual limit may be authorized by the Department When authorizing 
twice the annual limit for dentures, the maximum amount authorized is the remaining amount from the current fiscal 
year and the entire amount allotted for the succeeding fiscal year. The recipient is not allowed a new or additional 
annual limit for the succeeding year beyond that already paid for the dentures. 

Except as otherwise noted in the plan, state developed rates are the same for both public and private providers of 
dentures. The agency's rates for dentures were updated on 07/01/2011 and are effective for services rendered on 
or after that date. The fee schedule and any annuallperiodic adjustments to the fee schedule and its effective dates 
are included in the fee schedule for dental services published at 
http://medicaidalaska.com/providers/FeeSchedule.asp. 

TN No. 11-006 Approval Date: ____DEJ_C_1_6_2_0_ft_____ Effective Date: July 1, 2011 

Supersedes: 10-007 
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Methods and Standards for
Establishing Payment Rates: Other Types of Care

Familv Plannina Services and SuDDlies

Payment is made at the lesser of billed charges, 85 percent of the Resource Based Relative
Value Scale methodology used for physicians, the provider's lowest charge, or the state maximum
allowable for procedures without an established RVU. Laboratory services are reimbursed at the
lesser of billed charges or the Medicare fee schedule.

.
(}2.~U'TN No.

Effective Date: July 1. 2002
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Home Health Services 

Payment is made at 80 percent of billed charges. 

Hospice Care SeMces 

Payment is set and adjusted according to the yearly releases from the Centers for Medicare & 
Medicaid Services (CMS). Alaska's Medicaid program makes adjustments to the rates by the start 
of the CY (January 181

) immediately after the release of the updated rates by CMS, and these 
rates are retroactive to the effective date of the CMS material released (usually. October 181 of 
each year). 

Laboratory Servis;es 

Payment for laboratory services provided by independent laboratories, physicians in private 
practice, and hospital laboratories acting as independent laboratories is made at the lesser of 
billed charges or the Medicare fee schedule. The State Medicaid program recognizes the 
Medicare fee schedule in place as of June 181 for the annual update of these rates that occurs at 
the beginning of the next SFY (on July 181

). Unlisted procedures are paid at 80 percent of the 
amount biUed to the general public. 

Mammograms 

Payment is made at the lesser of billed charges or the Resource Based Relative Value Scale 
methodology used for physicians. 

Medical Supplies and Prosthetic DeVices 

Payment for durable medical equipment and supplies and prosthetic devices is made at lesser of 
amount billed the general public or the state maximum allowable. Payment for unusual or custom 
equipment is authorized on a case-by-case basis and may not exceed the authorized amount. 

Except as otherwise noted in the plan, state developed rates are the same for both public and 
private providers of medical supplies and prosthetic devices. The agency's rates for medical 
supplies and prosthetic devices were updated on 03105/2010 and are effective for services 
rendered on or after 01/0112010. The fee schedule and any annual/periodic adjustments to the 
fee schedule and its effective dates are published at 
htY2:/Imedicaldalaska.cor:n!providers/Fee$chequie,8sQ. 

TN No. 11-003 Approval Date: DEC 0 7 2011 
Effective Date: March 1, 2011 Supersedes TN No:. 
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Methods and Standards for 
Establishing Payment Rates: Other Types of Care 

 
Nutrition Services 
 
 Payment to a registered dietitian is limited to the lesser of the amount billed the general public or a 

maximum of $50 for an initial assessment, counseling, or evaluation; and $35 for each subsequent visit. 
 
Outpatient Hospital Services       
              
 Rate setting principles and methods for Outpatient Hospital Services are contained in Alaska Statutes 

47.07.070 - 47.07.900 and administrative regulations in Alaska Administrative Code 7 AAC 43.  The 
Department of Health and Social Services uses the following data sources for setting rates of payment: 

 
• When rebasing occurs, the Medicare Cost Report for the facility’s fiscal year ending 12 months 

before the beginning of the year that is rebased (base year). 
 

• Budgeted capital costs, submitted by the facility and reviewed and adjusted by the Department as 
appropriate for the rate year on capital projects or acquisitions which are placed in service after the 
base year and before the end of the rate year and for which an approved Certificate of Need has 
been obtained. 

 
• Year-end reports that contain historical financial and statistical information submitted by facilities 

for past rate setting years. 
 

• Utilization and payment history report (commonly known as the MR-0-14) provided by the Division 
of Medical Assistance. 

 
 Allowable costs are documented costs that are ordinary and necessary in the delivery of a cost effective 

service.  Allowable costs are those that directly relate to Title XIX program recipients.  Costs would include 
those necessary to conform to state and federal laws, regulations, and quality and safety standards. 

 
 Most of the elements of Medicaid allowable costs are defined in Medicare and reported, subject to audit, on 

the Medicare Cost Report.  The following items are possible allowable and unallowable cost adjustments 
from financial statement classifications to Medicaid classifications that may be reflected either within the 
Medicare Cost Report or elsewhere in the Medicaid cost finding process. 

   
 1) physician compensation costs and related charges associated with providing care to patients are 

not allowable for purposes of calculating a prospective payment rate. 
 
 2) medical services which a facility or unit of a facility is not licensed to provide are not included as an 

allowable cost. 
  

3) costs not authorized by a certificate of need when a certificate of need is required are not included 
as an allowable cost. 

 
4) management fees or home office costs which are not reasonably attributable to the management 

of the facility are not allowable.  Home office costs may not exceed those reported in the most 
recently Medicare audited Home Office Cost Report. 

 
5)  return on investment is not an allowable cost for any facility. 
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6)  advertising cost is allowable only to the extent that the advertising is directly related to patient care.   
 The reasonable cost of the following types of advertising and marketing is allowable: 

   -  announcing the opening of or change of name of a facility. 
   -  recruiting for personnel. 
   -  advertising for the procurement or sale of items. 
   -  obtaining bids for construction or renovation. 
   -  advertising for a bond issue. 
   -  informational listing of the provider in a telephone directory. 
   -  listing a facility’s hours of operation. 

-  advertising specifically required as a part of a facility’s accreditation process. 
7) advocacy and lobbying expenses, along with any costs related to these activities, are not allowable. 
8) costs for facility-initiated court or administrative proceedings are non-allowable except when the facility 

prevails on the issue and the judgment doesn’t include an award of fees and costs. Any allowable costs are 
limited to expenses incurred in the base year.  

 
Allowable patient related costs include wages, salaries, and employee benefits, purchased services; supplies; 
utilities, depreciation, rentals, leases; taxes, excluding local, state and federal income taxes; and interest expense. 
Facilities may claim a maximum of 75% of dues, meetings, conference fees, and memberships in trade 
organizations and associations.  A facility must reduce operating costs by the cost of all activities not directly related 
to health care.  Other specific non-allowed costs are bad debts, charity, contractual adjustments and discounts 
taken by payers.  When regulatory changes in allowable costs become effective after the last adjustment for 
inflation, base year costs and rate calculations may be adjusted and new rates applied to claims with dates of 
service after the effective date for such regulatory changes. 

 
Prospective payment rates for outpatient hospital services are a percentage of charges except outpatient clinical 
laboratory services and provider based clinic services.  Except as stated in this Subsection, the prospective 
payment rate for outpatient clinical laboratory services will be a per-procedure rate based on reasonable costs as 
determined by the Medicare fee schedule. 

 
The prospective percentage of charges payment rate for acute hospital outpatient services is determined by 
applying the outpatient cost to charge ratio for each outpatient cost center from the Medicare Cost Report to the 
cost center’s Medicaid outpatient charges.  Laboratory and clinic cost centers are not included in the calculation. 
The sum of the Medicaid outpatient costs for all outpatient cost centers will then be divided by total Medicaid 
outpatient charges.  The resulting cost to charge percentage, not to exceed 100 percent, will be the prospective 
outpatient payment rate effective for the fiscal year. Facilities choosing reimbursement under the Optional 
Prospective Payment Rate Methodology for Small Facilities described in Attachment 4.19A will have their outpatient 
clinical laboratory services reimbursed at their prospective outpatient percentage of charges payment rate for the 
term of their agreement.  Rebasing will occur for all facilities no less than every four years.  

  
Facilities may choose to be reimbursed under an Optional Prospective Payment Rate Methodology for Small 
Facilities.  A small acute care hospital facility is defined as one that had 4,000 or fewer total inpatient hospital days 
as an acute care, specialty, or psychiatric hospital or at a combined hospital-nursing facility during the facility’s fiscal 
year that ended 12 months before the beginning of its prospective payment rate year.   

 
A small acute care hospital may elect a new four-year rate agreement if the facility becomes a combined acute care 
hospital-nursing facility and meets the qualifications described in this section.  The facility may choose this option 
within 30 days after the two facilities combine.  The outpatient percentage rate is calculated as the statewide 
average of the outpatient payment rates in effect for all qualified acute care hospital small facilities as of the date 
the facilities combine. 

 
For a new facility, the outpatient prospective payment rate percentage is established at the statewide weighted 
average outpatient payment percentages of acute care and specialty hospitals, in accordance with this section for 
the most recent 12 months of permanent rates.  The outpatient percentages are the statewide weighted average 
using the base year’s outpatient charges. To determine this weighted average, Medicaid charges for the most 
recent 12 months from each facility are multiplied by the facility’s respective rate to get the payment.  The sum of 
facilities’ payments is then divided by the sum of their charges to calculate a weighted average outpatient payment 
percentage. 
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TN No.     04-10      Approval Date: December 28, 2004 
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Rural Health Clinic Services 
 

Payment for Rural Health Clinic Services conforms to section 702 of the Benefits Improvement and Protection 
Act (BIPA) of 2000. 
 
Prospective Payment System 
 
All Rural Health Clinic Services are reimbursed on a prospective payment system beginning with Fiscal Year 
2001 with respect to services furnished on or after January 1, 2001 and each succeeding year. 

 
Payment rates are set prospectively using the total of the clinic’s reasonable costs for the clinic’s fiscal years 
1999 and 2000. These costs are divided by the average number of visits for the two-year period to arrive at a 
cost per visit. The cost per visit is adjusted to take into account any increase or decrease in the scope of 
services. The cost per visit is the prospective rate for calendar year 2001.  Beginning in FY 2002, and for each 
clinic fiscal year thereafter, each clinic will be paid the amount (on a per visit basis) equal to the amount paid in 
the previous clinic fiscal year, increased by the percentage increase in the Medicare Economic Index (MEI) for 
primary care services, and adjusted to take into account any increase (or decrease) in the scope of services 
furnished by the clinic.  The clinic must supply documentation to justify scope of service adjustments. 

 
For newly qualified RHCs after State fiscal year 2000, initial payments are established either by reference to 
payments to other clinics in the same or adjacent areas with similar caseload, or in the absence of other clinics, 
by cost reporting methods.  After the initial year, payment is set using the MEI methods used for other clinics, and 
adjustments for increases or decreases in the scope of service furnished by the clinic during that fiscal year. 

 
Alternative Prospective Payment System 
 
Beginning with the Rural Health Clinic’s fiscal year 2003 (FY03), qualifying clinics may agree to have their 
payment rates set using the alternative prospective payment system outlined below.  The alternative payment 
methodology agreement between the State and the Rural Health Clinic (RHC) results in payment to the RHC of 
an amount at least equal to the Prospective Payment System (PPS) payment rate.  The state annually evaluates 
the Medicare Economic Index for primary care services to insure the alternative rate is at least equal to or greater 
than the PPS rate.   
 
Base rates are calculated prospectively on a per visit basis equal to 100 percent of the inflated average, as 
explained below, of the allowable and reasonable costs of services furnished during the center’s fiscal years 
1999 and 2000.  The base year costs for fiscal year 1999 are inflated using the number set out in the first quarter 
1999 publication of Global Insight’s Health Care Cost Review, Skilled Nursing Facility Total Market Basket 
inflated to 2002.  
 
The clinic’s allowable and reasonable costs for fiscal year 2000 will be inflated by the number set out in the first 
quarter 2000 publication of Global Insight’s Health Care Cost Review, Skilled Nursing Facility Total Market 
Basket inflated to 2002.  The cost per visit is then adjusted for any increase or decrease in the scope of services, 
based on documentation supplied by the clinic to justify such an adjustment.   For each subsequent fiscal year, 
the payment rate is increased using the first quarter publication of Global Insight’s Health Care Cost Review, 
Skilled Nursing Facility Total Market Basket and then adjusted for any increase or decrease in the scope of 
services.  At least every four years, the department will change the base year to reflect more current cost data for 
establishing rates.   
 
Prescription drugs and hospital deliveries are excluded from this payment system because they are subject to 
different methodologies per state regulation.  Prescription drugs are subject to drug coverage limitations in 7 AAC 
43.490 and are reimbursed in accordance with 7 AAC 43.591.  Hospital deliveries are reimbursed in accordance 
with 7 AAC 43.107(b).   
 
If the rate established using the alternative prospective payment methodology does not allow reasonable access 
to quality patient care provided by an efficiently and economically managed facility, the clinic may apply to the 
deputy commissioner for consideration of exceptional relief from the rate-setting methodology.  The application 
must include the estimated amount necessary to allow reasonable access to quality care, reasons for the relief 
requested, management actions taken to respond to the situation, corresponding audited financial statements, 
descriptions of efforts to offset the deficiencies, an analysis of community needs for the services and how 
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Establishing Payment Rates: Other Types of Care

The alternative payment methodology agreement between the State and the Rural Health Clinic will result in
payment to the Rural Health Clinic of an amount that is at least equal to the Prospective Payment System
payment rate. The State will annually evaluate the alternative payment rate to ensure that the alternative rate is
at least equal to or greater than the PPS rate and that it does not exceed the payment limit set under 42 CFR
447.300 through 447.371.

Initial payments for Rural Health Clinics becoming qualified after State FYOO are established by computing a
state-wide weighted average payment to other clinics or by cost reporting methods if a minimum of six months of
cost data for years 1999 and 2000 is submitted. For each subsequent year, the clinic will be paid the rate it was
entitled to the previous clinic fiscal year increased by the percentage increase in the Skilled Nursing Facility
Total Market Basket and adjusted for increases or decreases in the scope of service furnished by the clinic
during that clinic's fiscal year.
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Description of Service Limitations 
 
 

 
TN No. 03-08

School-Based Rehabilitative Services 

The division will reimburse an enrolled school district for those procedures identified in 
the United States Department of Health and Human Services, Centers for Medicare and 
Medicaid’s (CMS) Healthcare Common Procedure Coding System (HCPCS) 2003 that 
are provided as a rehabilitative service.   Payment is made at 85% of the rate identified in 
the State’s fee schedule for all providers of physical therapy, occupational therapy, 
speech-language therapy, and hearing services, whether school-based or community-
based.   The maximum allowable rates for all services are calculated using the Resource 
Based Relative Value Scale (RBRVS) methodology described in 42 CFR 414.  The 
relative value units used are the most current version published in the Federal Register.   

 
 

Effective Date  April 1, 2003                                                            Supersedes TN No     _ 
 

_______                                                                Approval Date:   February 2, 2004  
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The department will pay for speech pathology/audiology services if they are 
identified in the CPT Fee Schedule for Speech Pathologist table and HCPC Fee 
Schedule for Speech Pathologists table. 

Payment for speech-language pathology services provided by a speech pathologist or 
outpatient speech therapy center is made at the lesser of billed charges, 85 percent of 
the Resource Based Relative Value Scale methodology used for physicians, the 
provider's lowest charge, or the state maximum allowable for procedures that do not 
have an established RVU. Payment for hearing services provided by an audiologist is 
made at the lesser of billed charges, 85 percent of the Resource Based Relative Value 
Scale methodology used for physicians, the provider's lowest charge, or the state 
maximum allowable for procedures that do not have an established RVU. Payment to 
a hearing aid supplier is made at the lesser of billed charges or the state maximum 
allowable. 

Substance Abuse Rehabilitation Services 

The following substance abuse rehabilitation services are reimbursed at the lesser of 
the amount billed the general public or the state maximum allowable: 

(a) assessment and diagnosis services; 
(b) outpatient services, including individual, group, and family counseling; care 

coordination; and rehabilitation treatment services; 
(c) intensive outpatient services; 
(d) intermediate services; and 
(e) related medical services, including medical evaluation for admission into 

methadone treatment, intake physical for nonmethadone recipient, 
methadone treatment plan review, medication management, medication 
dispensing, and urinalysis and detoxification services. 

APR 13 2012 
TN No. 12-001 Approval Date: __ 
Effective Date 0 I /0 I /2012 Supersedes TN No. ~0.::....4..:....--"-00=5::._ __ _ 
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Payment Methodology for Tribal Targeted Case Management  
 
"Unit" is defined as a month.    A unit consists of at least one documented contact with the 
individual (or other person acting on behalf of the individual) and any number of documented 
contacts with other individuals or agencies identified through the case planning process. 
 
Payment for tribal targeted case management will be made using a monthly rate based on the 
total average monthly cost per case management client served by the provider during the fiscal 
year ending 12 months before the beginning of the prospective rate year.  Direct and related 
indirect costs that are paid by other Federal programs must be removed from the cost pool.  The 
cost pool must be updated, at a minimum, on an annual basis using a provider cost report.  The 
rate is established on a prospective basis. In the first 3 years, the rate will be based on estimates 
of cost and the number of clients served.  For subsequent years, the rate will be actual monthly 
case management costs per case management client served by the provider from the fiscal year 
ending 12 months before the beginning of the prospective rate year. A cost report and audited 
financial statements must be submitted to the Department at the end of each state fiscal year (at a 
minimum), and will be used to establish a new rate for the prospective rate year beginning 12 
months after the end of the fiscal year.  
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Telemedicine Applications 

Payment for services delivered via telemedicine is made according to the Medicaid payment 
methodology for the service and provider type. Reimbursement is made for a telemedicine application if 
the service is:  

1. An initial visit;
2. A follow-up visit;
3. A consultation made to confirm a diagnosis;
4. A diagnosis, therapeutic referrals/orders, or interpretive service;
5. A psychiatric or substance abuse assessment; or
6. Psychotherapy or pharmacological management services on an individual recipient basis.

Separate reimbursement is not made for the use of technological equipment and systems associated 
with a telemedicine application to render the service. 

Vision Care Services 

Reimbursement is made at the lesser of billed charges, the Resource Based Relative Value Scale 
methodology used for physicians, the provider’s lowest charge, or the state maximum allowable for 
procedures that to not have an established RVU. The state awards a competitive-bid contract for 
eyeglasses. 

Optometry Services 

Payment is made at the lesser of billed charges, the Resource Based Relative Value Scale (RBRVS) 
methodology used for physicians, or the provider’s lowest charge. State developed fee schedule rates 
are the same for both governmental and private providers. The agency’s rates were set as of 7/1/2016 
and are effective for dates of services on or after that date. The fee schedule and its effective dates are 
published at  http//manuals.medicaidalaska.com/medicaidalaska/providers/FeeSchedule.asp. 

1/13/2017
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The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and 
sections 1902(a)( 4), 1902(a)(6), and 1903 with respect to non-payment for provider
preventable conditions. 

The Medicaid agency will adjust payments for provider health care-acquired conditions 
and other provider preventable conditions as follows: after post payment review of the 
medical record by a QIO, the Medicaid agency will reduce payment by recouping funds 
that were paid for dates of service that were a direct result of a provider preventable 
condition. 

In compliance with 42 CFR 447.26(c), the Medicaid Agency provides: 
1) That no reduction in payment for a provider preventable condition will be imposed on 

a provider when the condition defined as a PPC for a particular patient existed prior 
to the initiation of treatment for that patient by that provider. 

2) That reductions in provider payment may be limited to the extent that the following 
apply: 

1. The identified provider preventable conditions would otherwise result in 
an increase in payment. 

ii. The State can reasonably isolate for nonpayment the portion of the 
payment directly related to treatment for, and related to, the provider 
preventable conditions. 

3) Assurance that non-payment for provider preventable conditions does not prevent 
access to services for Medicaid beneficiaries 

Health Care-Acquired Conditions 
The State identifies the following Health Care-Acquired Conditions for non-payment 
under Section 4.19 (A) 

_Hospital-Acquired Conditions as identified by Medicare other than Deep Vein 
Thrombosis (DVT)/Pulmonary Embolism (PE) following total knee replacement or hip 
replacement surgery in pediatric and obstetric patients. 

Other Provider-Preventable Conditions 
The State identifies the following Other Provider-Preventable Conditions for non
payment under Section(s) 4.19 -'8=----

_._;_Wrong surgical or other invasive procedure performed on a patient; surgical or 
other invasive procedure performed on the wrong body part; surgical or other invasive 
procedure performed on the wrong patient. 
__ Additional Other Provider-Preventable Conditions identified below (please indicate 
the section(s) of the plan and specific service type and provider type to which the 
provisions will be applied. For example- 4.19(d) nursingfacility services, 4.19(b) 
physician services) of the plan: 

TN# 12-007 Approved Date AUG 1 0 2012 
Effective Date 07/01/2012 Supersedes TN N/A 
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